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DECLARATIOT{ by APPUCA T: rmi<6 E( dcqr vr:
'l ) I hereby confirm hat all dotails in lt s Form are True to the best of my knouledge. Any lalse staterrent will render my Appllcalion & ongoing asslsiance, i, any,

liable for rejecliodcan@llation.
2) I solemnly coifrm thst assistance, if received fiom Koshika Foundation, will be used only for the 'purpos€', as stated in lhis Fom, for whlch such assislance

was requested by me.
:f inereUy cont,in ttrat I have not & will not in future. avail of reimbuGement, in part or in full, from any other source/employer/insurance compeny, ol the am@nt

for which lhrs assistance is requested.
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, ) By afftxing my signature or thumb impression on this Form, I rApplicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

use/oubtishi put-up/reproduce my name, address, photo & details of the 'purpose', for which such assistanc€ is .equqstsd/granted, through any

medium, inciuding but noi limited to verbal, print. electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activilies/achievements. Such use of my photo & details can be made by Koshika Foundation belore or after my keatm€nt or fullilment of the 'purpose'

for which assistance is being requested.

2) I (Applicant) fudher agree that any such use of my name, address, photo & details of the 'purpose', for which such assistance is lequost€d/grant€d,

will not automaticaliy enti e me for receiving or continuing the said assistance. The decision for g.anting and/or continuing the sssistanc€ wlll rest solely

with the Trustees of Koshika Foundation, and their decision is lhis regard will b€ final and acceptable to m9.
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By affixing hereunder, signature of our Authorised Signatory lor recommending this case/patient for financial assislance from Koshika Foundation' we

(Hospilal) hereby affrrm & accept following
il tfrit wi neitfer are presentlynor will inluture avail of financial assislance from another NGO or any other source, for the same patienvcase, as w€ are

r;questing to get from Koshikj Foundation. to the extent that such assistance is granted by Koshika Foundation. lfthe requested assislance is not granted

by'Koshik; Fo-undation, in part or in full. then the Hospital reserves it's right to mak€ up the shorttall f.om another NGO or any other sourcr. This

cinfirmation essentially sdtes that the Hospitalwill not avail any dupticato assislance forthe same pati€nucaso from any other NGO or any othor source

ijftre issistance trom Koshika Foundation is only financial in ;ature. The choice of the treatmenuproctdure advised/conducted by the Hospital on the

p;tient, is based on the anangement between thgpatient & lh€ Hospital. and is in no way influenced by Koshika Foundation. Honcs, the Hospitalwill

assume sole & comptete resp;nsibitity of the treatmenl & it s outcome & safety ofthe palisnt. and Koshika Foundation will have no role or .esponsibility

in the matter.
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